This form may be conpleted online, printed and nailed to the address |isted bel ow.

08/ 02

Pl ease type or print: NURSE AIDE REGISTRY FORM Date

If applicable, please check only ONE of the foll ow ng:

Nur si ng Interstate State
St udent Endor senent Tr ai ned Mlitary

SOCIAL SECURITY NUMBER

NAVE

(Last) (First) (M ddl e)
MAI DEN NAVE DATE OF BI RTH
HOMVE ADDRESS Apt. #
aTy STATE ZIP

FACI LI TY/ AGENCY WHERE EMPLOYED

(Facility/ Agency) (Gty)
DATE HIRED

FACI LI TY TELEPHONE #:

NAME OF FACI LI TY EMPLOYEE COVPLETI NG THI S FORM

ABUSE INSERVICE DOCUMENTATION

In accordance with Title 175 NAC 13, this verifies that:

Nane (pl ease type or print) Soci al Security Number

received at | east one (1) hour of training in procedures for reporting suspected
abuse or neglect, including:

004. 02C1 The requirenments of Nebraska Revised Statute 28-372.
004.02C2 Residents' rights as set forth in 175 NAC 8-003. 02F and
175 12-003. 02F.

Facility/City Date of Inservice

RN I nstructor's Signature

Pl ease return this formto. Department of Health & Human Services
Regulation and Licensure - Credentialing Division
P.O. Box 94986
Lincoln, NE 68509-4986

www.hhs.state.ne.us/crl/nursing/na/regabuse.pdf
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